
REQUEST FOR / CERTIFICATE OF MEDICAL EXAMINATION 

PART I  (To be completed by using activity and personnel office)

THRU:   (PERSONNEL OFFICE)     TO:   (EXAMINING PHYSICIAN)     

Request the following named employee be given the necessary medical examination to determine whether a mental  
or physical condition exists which would prevent the employee from accomplishing the duties listed below, under the  
conditions specified, and without constituting a hazard to himself/herself or others; and the result of your  
examination be entered on the reverse side of this form. 

A.  NAME   

B.  ORGANIZATIONAL UNIT   

C.  JOB TITLE AND GRADE   

D. DUTIES    

E.  ENVIRONMENTAL CONDITIONS OF POSITION   

F.  PHYSICAL DEMANDS OF POSITION   

G.  MENTAL DEMANDS OF POSITION   

REQUESTED BY:    APPROVED BY: (Personnel Officer)    ( )
NAME, TITLE AND ACTIVITY DATE NAME AND TITLE DATE 

USFJ FORM 32EJ, SEP 68                                     PREVIOUS EDITIONS ARE OBSOLETE.



PART II  (To be completed by examining physician and returned to Personnel Office) 

         

I certify that I have, this date, examined subject employee, and found him/her to be physically (capable) (incapable)  

of performing the duties described, under the conditions described, in Part I of this form. 

)

PRINTED NAME   DATE 

TITLE AND HOSPITAL   

SIGNATURE   

REMARKS:   (To be added by examining physician if employee is found to be incapable of performing assigned duty) 

            

a. Description of employee’s physical or mental condition and possible impact upon employee’s ability to perform assigned duties.

b. May the employee be expected to recover sufficiently to perform assigned duties? If so, estimated time for recover. 
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